Hydatid cysts situated in the upper liver surface have a tendency to grow upwards and if uncomplicated they may find their way through the diaphragm and become intrathoracic. Symptoms may be caused either by the size of cyst or, more commonly, if complications arise, by its rupture.
Rupture may occur into the pericardium or mediastinum, the lung and bronchial tree, the pleural cavity, or the peritoneal cavity. Before rupture into the thorax, the cyst will have already ruptured into the biliary tract leading to daughter cyst formation and pyogenic infection. There is therefore a combination of abdominal and thoracic manifestations. The symptoms from the former may vary from slight digestive disturbances to epigastric pain with jaundice and enlargement of the liver. Thoracic manifestations vary with the type of rupture. Involvement of pericardium and mediastinum is very rare and in this paper we will consider only the more common ruptures into the lung and pleura. Rupture into the chest must be considered a serious complication and there are many published reports. [1] [2] [3] [4] [5] [6] [7] [8] [9] [10] [11] [12] In the last 10 years, we have operated on 33 cases of hydatid cysts of the liver with intrathoracic rupture and we have reviewed our cases.
Review of cases
Of the 33 patients, 23 were male and 10 female; 23 came from rural areas. The age incidence is shown in table 1. 59 Philippakis reports six cases, in four of which rupture occurred into the middle lobe.17 A thoracoabdominal incision was used in four and in two a combination of thoracic and abdominal incision was used. Avlamis'1 stresses the importance of draining the common bile duct in ruptured cyst with biliary complications. We prefer to be as conservative as possible as in our cases of hydatid disease of the chest. 18 After dissecting the bronchial fistula the opening in the diaphragm is enlarged and the hepatic cavity cleared and drained subdiaphragmatically. The middle and lower lobe can undergo an intense suppurating process that makes the surgeon resort to resection, which can be technically difficult.
It is important to be conservative in dealing with pulmonary complications and we agree with Crausaz3 that lung complications are, in the majority, reversible-Crausaz, in 25 cases, carried out only one resection.3 The drainage of the hepatic cavity must be continued until complete closure of the cavity occurs. The diaphragm is closed in layers and a water seal drainage catheter is left in the pleural cavity for 48 hours at least.
When the common bile duct is obstructed by elements of hydatid cyst a T-tube has to be inserted at the same operation.
A cyst rupturing into the pleural cavity requires emergency thoracotomy after the anaphylactic reaction is over. The objects of the operation are to remove the cyst which is usually found floating in the pleural cavity. If there are remnants of the cyst in the hepatic cavity it has to be drained as already described.
Even in neglected rupture with pyopneumothorax and daughter cysts in the parietal or visceral pleura the same type of operation is indicated with pleurectomy and decortication of the lung. The danger of recurrence is greater than in ruptured cysts into the bronchial tree but even this danger does not justify pneumonectomy.
